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Abstract A 5-year-old boy suffering from abdominal pain
accompanied by a fever of up to 39.5°C for 2 days was
admitted to the hospital. Although Flomoxef was adminis-
tered following admission, the boy’s fever persisted and
abdominal distension gradually worsened. On the 4th day,
dry lips, red eyes and a strawberry tongue were noted. An
echocardiogram revealed pericoronary enhancement with
mild mitral valve regurgitation and a small degree of
pericardial effusion, characteristics compatible with Kawa-
saki disease. Although intravenous immunoglobulin was
administered, the fever and abdominal distension persisted.
On the 8th day, a pediatric surgeon was consulted and an
exploratory laparotomy was arranged. During the operation,
intestinal pseudo-obstruction and fibrin coatings around the
intestine near the splenic flexure were found. A colostomy
was performed for decompression of the dilated bowel and
a biopsy of the lymph node surrounding the splenic flexure
was taken. The fever subsided dramatically after decom-
pression of the bowel and the recovery course was
uneventful. The pathologic report revealed necrotic lymph-
adenitis. We report this rare case and review the literature.
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Kawasaki disease (KD) is an acute systemic vasculitis-
related disorder (most commonly observed in the coronary
arteries) of unknown etiology. KD can only be diagnosed
clinically because there is no specific laboratory test for this
condition. Most cases are diagnosed by exclusion of other
diseases and when the clinical manifestations are compat-
ible with the known diagnostic criteria for KD. Abdominal
symptoms may be a prominent early feature of KD and can
occur before the development of well-recognized clinical
features [1, 2]. Failure to recognize these symptoms may
lead to a delay in treatment and thus increase the risk for the
development of cardiac sequelae. We present the case of a
5-year-old boy with KD who received a colostomy to
control his persistent abdominal distension.
Case Report
A 5-yr-old boy was brought to the emergency department
after suffering from abdominal pain accompanied by a fever
of up to 39.5°C for 2 days. He also suffered from diarrhea
approximately 10 times/day with greenish stool. No cough,
rhinorrhea or other symptoms of upper respiratory infection
were noted. Upon arrival, a physical examination found the
boy to have a generally ill-looking complexion and
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abdominal distension. Laboratory data revealed: white cell
count: 19900/μl, neutrophil: 90%, and C-reactive protein:
22.5 mg/dl. Abdominal plain film revealed multiple dilated
intestinal loops (Fig. 1). Under the impression of acute
gastroenteritis, Flomoxef was administered, however, the
fever persisted and abdominal distension gradually wors-
ened. On the 3rd day, abdominal computerized tomography
with contrast medium illustrated extensive dilation of the
bowels and no mechanical obstruction. On the 4th day, in
addition to the abdominal pain and fever, dry lips, red eyes
and a strawberry tongue were noted. Based on these
symptoms KD was suspected. On the 5th day, his
echocardiogram revealed pericoronary enhancement with
mild mitral valve regurgitation and a small degree of
pericardial effusion, symptoms compatible with KD. Al-
though an intravenous immunoglobulin (IVIG) was given,
the fever and abdominal distension persisted. A second
abdominal plain film still revealed the persistence of
intestinal dilatation. On the 8th day, a pediatric surgeon
was consulted and exploratory laparotomy was arranged.
Operative findings included:
1. A severely dilated bowel and colon (except for splenic
flexure) with no definite obstruction.
2. The presence of a few fibrin coatings on the surface of
small bowels attached to the splenic flexure of the
colon (Fig. 2).
3. Severe vasculitis with multiple enlargements of lymph
nodes was found on the colon surrounding the splenic
flexure with omental adhesion.
4. Mild clear ascites were found.
As a result, a loop colostomy was performed following
the decompression of the bowel and biopsies of the
enlarged lymph nodes were taken. The fever subsided
dramatically after decompression of the bowel and did not
return until discharge on the 10th post-operative day. No
suspicious growths were observed from any of the cultures
taken, including blood, stool and ascites. The pathological
report revealed necrotizing lymphadenitis. He received a
colostomy closure operation 6 weeks after the initial
surgery. A low dose of aspirin therapy was prescribed for
after the surgery and no coronary disease was found.
Discussion
KD is one of the most common causes of vasculitis in
childhood and the most common cause of acquired heart
disease in children in the developed world. Early diagnosis
and early treatment with IVIG and aspirin might reduce the
incidence of coronary artery aneurysms, the most important
long-term sequela of KD, from 25% to 3% [3]. Diagnoses
of KD typically includes at least 5 days of fever “without
other more reasonable explanation” and at least four of the
following: (1) bilateral conjunctival injection; (2) mucous
membrane changes with injected or fissured lips, injected
pharynx, or “strawberry” tongue; (3) extremity changes
with erythema of the palms or soles, edema of the hands or
feet, or generalized or periungual desquamation; (4) a rash;
and (5) cervical lymphadenopathy (with 1 node >1.5 cm).
However, between 10% and 45% of children do not fulfill
the clinical criteria of KD and are described as having
incomplete or atypical KD [4].
KD with intestinal pseudo-obstruction (IPO) is rare and
has been reported to occur in up to 2% to 3% of cases [2,
5]. IPO may occur before or after recognition of KD [1, 2,
6]. Although the pathogenesis is unknown, previous studiesFig. 1 Abdominal X-ray shows distension of the bowel loops
Fig. 2 A thin fibrin coating on the surface of the small bowel
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have revealed the findings characteristic of abdominal
radiographs (including small bowel dilatation, an increased
volume of gas, and thickening and thumbprinting of the
small bowel walls) indicate that such intestinal involvement
may be due to vascular insufficiency [5]. However, no
abnormalities have been found in those cases, suggesting
probable small vessel involvement.
There are a variety of options for treating IPO in KD,
however a number of studies have found that symptoms
might be improved with treatment by IVIG at the time of
bowel symptoms onset [1, 6]. Although most studies have
suggested that conservative treatment should be adequate in
IOP cases [7], many patients have received surgical
intervention prior to recognition of KD [1, 6]. In this case,
the presence of a fibrin coating on the bowel wall and the
necrosis of the lymph nodes suggests ischemic change and
the likelihood that further surgical procedures would be
necessary [8]. In addition, the fever was observed to have
subsided dramatically after bowel decompression. No previ-
ous reports have revealed a relationship between IPO and
fever. Although the true mechanism remains unclear, we
presume that the decompression of the bowel might have
improved the perfusion of the mesentery allowing the
recovery of the ischemic condition. Therefore, we believe
that the patient’s fever subsided as a result of colostomy but
not due to resistant KD. Although bowel decompression via
colostomy may have been critical in the treatment of this
case, tube ileostomy might be the more favorable option
since a colostomy requires a second operation for its closure.
Conclusions
We suggest that KD should be considered on an individual
basis for any child demonstrating IPO symptoms and in the
case of persistent KD a bowel decompression may be the
treatment of choice.
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